MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DE’ALH -62-044435

DEPARTMENT OF PUBLIC H g
MEALTH AND ‘"E""‘“‘S]'B ) 1003 1 1 6 STATE FILE NUMBER
i i ——Primary Registration District No. Registrar’'s No.

Registration District No. e t? e
DO NOT WRITE D - )
ON THIS 5TUB AMENDE
1. PLACE OF DEATH 2. USI.IAL RESIDENCE (Wheru deceased lived. If institution: Residence before
fa) a. COUNTY a. STATE b. COUNTY admission)
VS 300 a Missouri St.Louiz .
Rev. 4/59 % b. CITY (If outside corporata limits, give TOWNSHIP only) Length of stey in 16 T CITY Tnside Limits
ig rOR ORr
: : OwN SP, LOUIS, MISSOURI S days 1ows Maplewood Yo No O
- [ '}:{%;PNAMEOOF {If NOT in hospital, give location) ; Inside Limits d. ASI;%EREETSS (If cutside, give location) Reside on Farm
R ITAL OR
-
gywy; N nsnution: BARNES HOSPITAL Yes O Ne[d 3104 Big Bend Blvd, Yor O Nogay
3 3. NAME OF DECEASED First Middla Last 4. DATE Manth Day Year
(Type or print) . OF
p Lou _NMX DICKENS PEA™ DECEMBER 3 1962
o 5. SEX 6. COLOR OR RACE 7. MarriedR  Never Married | H™ ¢ AGE (last birthday) | IF UNDER 1 YEAR _IF UNDER 24 HR
e Widowed [ Divorced Menths Days Heours Min.
5 Meale White 28 76
10a. USUAL OCCUPATION {Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY W and state or countryy | 12, CITIZEN OF WHAT COUNTRY
& w during most of working life, even if retired) ] .
2 Am,Theromostat Coi wiit, Mo, UsA:
7 o 9 - 13a. FATHER'S NAME 13b! MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
-
2 Mason Dickens D
8 { v 15, WAS DECEASED EVER IN U.5. ARMED FORCES? 14 Cocial OO0 R, 17. INFORMANT Addres
< {fes,_po, or unknown)| (I yes, give war or dstes of sen .
9 w No Anna Dickens, above
ol [ 18. CAUSE OF DEATH (Enter only one cause per lin S INTERVAL BETWEEN
10 < uz.r PART |. DEATH WAS CAUSED BY: ONSET AND DEATH
o o 2 wameniate cause v RIGHT MIDDLE CEREBRAL ARTERIAI, THROMBOSIS 12 HOURS
11 Q o
22 Q
(g a Conditions, € any, )~ pUE 10 b) GENERALTZED ARTERTOSCLFROTIC VASCULAR DYSEASE | 20 YEARS
125;2 -0 w5 which gave rise to
T |z above c:usa d(a}, 3 % ’l-/
= stating the under-
13 - lying - cause last. DUE TO (d) 3 A
g Z PART I1l. OTHER SiGNlFlCANT CONDITIONS CONTRIBUTING TO DEATH but not related to the terminal PART I1l. i deceased was female was
g disease condition given in PART | {a} there a pregnancy in last 90 days.
© <
52 S| ADENOCARCINOMA OF STOMACH WITH METASTASES [Ove [ O N | O Uniknown
g E 19. WAS AUTOPSY 20s. ACCIDENT  SUICIDE HOMICIDE 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in PART | or PART |l of item 18.}
r=3 & PERFORMED? g a u
S u YESE NOO |
— »
z |g Z 0. TIME OF  Houl | Month, Day, Year
o INJURY a.m. -
0 (< g
~ & ; p.m. r
E ea 20d. INJURY OCCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20f, CITY, TOWN, OR LOCATION COUNTY STATE
o WHILE AT WORK [0 farm, factory, strees, office bidg., etc.}
» NOT WHILE AT WORK []
U 2 4 DEC. 3 ]%2 h 3 ]%2
S O lll!l-|I =) 21, | attended the decessed from. NOV. 29, 1962 to and last saw b alive onlEC._
o0 g a Death occurred at. 5! 25 P-MA m on the date ststed sbove, and to the best of my knowlcdgn,' from the causes stated.
% 3 « > N _ -
3 ® o 5 275, SIGNATURE . [Degrea or titl 27b. ADDRESS | 22c. DATE SIGNED
I ]
s BBl " )zt /0. W b. 12/4 /62
= | T uriar cRemATION, | 23b. DATE " | 23<. NA®KE OF CEMETERY OR CREMATORY 23d. LOCATION (City, fawn, or county) (State)
d a REMOVAL {Specify)
z i |
s < | "24. FUNERAL DIRECTOR ADDRESS . - REG-
w b
£ | JAY B. SMITH, Maplewood, Mo,




e ) FEEATE. L Ol

* STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by : - Studenf Embalmer No.

working under my personal supervision. %
Student Signed /Z,d/f/d/d‘

Signature of Student Embalmer L
Licensed Emba o //) Z /?

2]

- P. O. Address
¢ i ir-L
Note The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license). * . ) L.
tf embalmed by a STUDENT, he also shall sign in his OWN handwrmng
If this body is not embalmed, fact should be so stated above. o




